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DELAYED DIAGNOSIS IN TUBAL ABORTION
A REPORT OF Two CXSES*
MILTON S. GODFRIED
The first operation for early rupture of tubal pregnancy was
performed 'by Lawson Tait in 1883. Since that time, advances in
surgical technic and in methods of supportive therapy have saved
countless lives from the sudden collapse following the classical acute
rupture of such implantation. Of great consequence, too, has been
increasing alertness in early diagnosis and the removal of this poten-
tially dangerous lesion as soon as possible. A statement by Novak
is not unlike that to be found today in any of our standard texts.
"Even in patients who are ambulatory and whose symptoms are
relatively mild there should be no delay in recommending operation
because of the ever-present possibility of life-endangering hem-
orrhage from tubal rupture or abortion." The problem should be
certainly a clear one in both the intact and the acutely ruptured tube.
It is the intention of this communication to emphasize by two
case reports that the problem should be similarly dealt with in those
cases of tubal abortion where surgical intervention does not appear
urgent, and where a question of expectant treatment may arise. It
is known that certain cases of tubal abortion may become entirely
well spontaneously, pass unrecognized, and never reach operation.
The occasional finding of old hyalinized villi in tubes removed long
after possilble pregnancy is ample evidence for this statement, but
the frequency of such a favorable outcome cannot be known.
One may ask, therefore, is it not best to wait for such an end
result if the imminent danger seems to have passed? Cannot the
patient who presents herself with only mild subjective complaints,
and with hematocele already developed, be allowed a period of
observation, hoping for absorption of the accumulated blood clot?
The reports which follow call particular attention to the extensive
pelvic inflammatory reaction which may result in such instances.
During the period of observation, or where tubal abortion has
not been suspected, hemorrhage may be recurrent, yet of such slight
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amount each time that it provokes very little, if any, warning to the
patient. Such patients are prone to temporize, even as the physician
also may be loath to intervene. Following a succession of these
unrecognized insults, the physical findings may indeed become baf-
fling, for the hematocele may simulate an ovarian tumor or a fibro-
myoma, and at times the pelvic examination may suggest an acute
inflammatory disease. Some erroneous impressions may suggest the'
need for immediate surgery, but already pelvic adhesions may be so
abundant that extensive surgery has become the only recourse. It
is this end-result of tubal pregnancy and abortion which seems
deserving of re-emphasis, for it may indeed be of tragic consequence
for the patient.
Case I: A white woman, aged 20 years, para I, grav. I, admitted to the
New Haven Hospital with pain in the lower abdomen, predominantly in the
right lower quadrant and vaginal bleeding for three weeks. The last men-
strual period was on Sept. 3rd at the expected time, and it was of normal dura-
tion; no period had been missed. Flow recurred on Sept. 17th, continuing
irregularly to the time of admission. She experienced sudden sharp pain in
the left lower quadrant on Sept. 18th, lasting for 30 minutes and which
"doubled me up," but caused no faintness. Some days later she developed
a throbbing dull ache in the lower abdomen. No diagnosis was made and
the patient was referred for the evaluation of bleeding, pain, and presence
of pelvic tumor. The patient was ambulatory up to the time of admission.
Admitted Oct. 24th. Abdominal examination revealed no tenderness or
spasm, but a mass was felt rising from the pelvis to 6 cm. above the symphysis.
Upon pelvic examination it was found to fill the entire pelvis, was cystic to
touch and entirely without tenderness; the uterus was small, firm, and anterior.
The patient was afebnle. R.b.c. 3.50; Hgb. 9.5 gm. Diagnosis: ovarian
cyst. Pelvic laparotomy Oct. 26, 1945. The pelvic inlet was found covered
by dense and some fresh adhesions between the uterine fundus and the recto-
sigmoid. These concealed a large, soft, but well-encapsulated hematocele
containing both old and fresh blood clot and intimately adherent to the large
bowel posteriorly so; that dissection from the bowel was made extremely
difficult. Within the mass of firm adhesions, which attached also to the lateral
pelvic wall on each side, the tubes and ovaries were matted together so that
isolation of these structures was utterly impossible. The gross picture was
highly suggestive of extensive pelvic endometriosis, and bilateral salpingo-
oophorectomy and supravaginal hysterectomy were done. Much raw surface
remained and the postoperative course was febrile for several days, though
not otherwise disturbing. Decidua and chorionic villi were found in stained
sections.
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Case II: A white woman, para II, grav. IV, had scant vaginal
bleeding and intermittent lower abdominal pain of three weeks duration. The
last menstrual period was on Aug. 17th and was normal. She noted scant
bleeding on Oct. 1st after taking ergotrate tablets. Instrumentation was
emphatically denied. Bleeding continued with occasional mild suprapubic
cramping and expulsion of small clots. She took vinegar douches for several
days. Fever was noted on Oct. 18th and she was given "sulfa pills," but
the fever continued and admission was advised.
Admission temperature 1010, pulse 108, B.P. 130/70, R.b.c. 3.07, Hgb.
8.5 gm. There was moderate tenderness in lower abdomen with marked
voluntary spasm. The cervix was patulous with slight bloody ooze. The
uterus was somewhat enlarged. No definite mass was palpated. Impression:
infected threatened abortion.
The patient continued febrile for 7 days while receiving penicillin and
whole blood. The tenderness was overcome and a hard, nontender mass
was felt in the left lower quadrant. Observation was continued to Nov. 7th,
with the mass unchanged in size, extremely firm, smooth, and seemingly
attached to the fundus. Impression, based largely on physical findings: fibro-
myoma of uterus. Pelvic laparotomy on Nov. 7th. A large (about 12 cm.)
encapsulated hematocele was found adherent to the posterior uterine fundus
and to the rectosigmoid by dense fibrous bands. Removal was accomplished
only after a difficult dissection, with resulting large areas of raw surface
about the entire field and extending deeply into the pelvis. Decidua and
chorionic villi were found in stained sections.
Discussion
In these cases, encapsulated hematocele simulated, in physical
structure, an ovarian, cyst in one instance and a fibromyoma of the
uterus in the other. These interpretations were noted by several
examiners. However, these possibilities in differential diagnosis
will arise only where thedisease has not been recognized orsuspected
in its early stages. Where the pathology has assumed such confus-
ing physical characteristics, the injury will in all likelihood have
assumed theproportions noted in these twocases. It is to be empha-
sized that the involvement in one patient was of such extent that a
complete removal of the pelvic viscera was necessitated in a young
woman of twenty years. Here the gross structure at operation
greatly resemrbled that of extensive pelvic endometriosis.
The history in each instance, though confusing, presents features
which should always suggest the possibility of tubal abortion. The
story of pain, otherwise unexplained, and of abnormal bleeding in
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a woman of childbearing age should alone bring this entity into the
differential diagnosis. In all likelihood a secondary anemia, not
compatible with the reported blood loss, would have 'been noted
much earlier had this been looked for before admission. It would
seem, too, that pelvic examination would be less disturbing to the
patient when thetubal mass is still quite small. Without much doubt
the second patient was admitted with the large pelvic tumor subse-
quently discovered, but acute infection had resulted in a marked
sensitivity which precluded a satisfactory examination. Hematocele
with subsequent infection is an ever-present danger and may add
considerably to thediagnostic problem where delay has afforded time
for such development. The absence of a missed periiod in the first
case is deserving of further emphasis, and in extensive case studies
reported in the literature this was noted in more than 25 per cent
of patients.
Summary
Two cases have been reported to illustrate the inadvisability of
conservative treatment in tubal abortion at any stage of the disease.
Where for one reason or another the diagnosis is delayed, the com-
plication of extensive pelvic inflammatory reaction and of secondary
infection may add to the gravity of the situation.
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